There is increasing evidence of the value of preoperative biometry to calculate the power of an intraocular implant used during cataract surgery to avoid the large range of postoperative refractive error associated with the use of a standard-power lens. This led to the adoption of biometry in our hospital during 1984 and its routine use throughout 1985. The purpose of this study was to measure the accuracy of our biometry and discover reasons for any errors in the hope that these might be minimised in the future.
There is increasing evidence of the value of preoperative biometry to calculate the power of an intraocular implant used during cataract surgery to avoid the large range of postoperative refractive error associated with the use of a standard-power lens. This led to the adoption of biometry in our hospital during 1984 and its routine use throughout 1985. The purpose of this study was to measure the accuracy of our biometry and discover reasons for any errors in the hope that these might be minimised in the future. Materials This is the expected refraction with which the actual postoperative refraction is compared to assess the acuracy of our biometry. Six to eight weeks after operation the eye was refracted and astigmatism with the rule was corrected by cutting and removing some or all of the interrupted 10-0 nylon sutures2 (see below).
The final refraction was performed within 12 weeks, and the difference between this and the expected refraction was recorded in each case. These figures quantify the accuracy of our biometry. As a comparison, an estimate was also made (by means of the two-thirds effectivity factor) of the expected 
Results
The accuracy of our biometry was determined by recording the dioptric value of: (actual refraction)-(expected refraction) in each case.
Over all cases the mean of this difference was -0. 17 Table 2 , and a histogram of numbers of eyes in 0-2 dioptre steps is shown in Fig. 1 Our figures of 90*66% of cases within ±2-0 dioptres of expected refraction show that encouraging accuracy is being achieved. In some centres biometry is not undertaken and a standard power lens is used (usually 21-0 D for the type of posterior chamber lens we are using). Our figures show that this method would have produced a much wider range of postoperative refraction than did biometry.
Other centres vary the implant power according to the pre-cataract spectacle refraction. The usual formula used is: IOL power=21+3/2 (pre-cataract spectacle refraction).
It is well established that the dioptric power of an eye depends on corneal curvature, crystalline lens position and power,3 19 and axial length. In any group of emmetropic eyes there will be found a wide range of these four variables, despite their identical overall refraction. This is why spectacle refraction alone gives such a poor guide to implant power, as has been shown by other studies.?5810 There is also little correlation between fellow eyes of axial length, keratometry, and anterior chamber depth. 19 We re-examined the records of our worst resultsthat is, the 44 eyes where the final refraction differed from expected by 2-0 dioptres or more. The errors ranged from -20-0 dioptres (subsequently remeasured and found to have been grossly mismeasured preoperatively) to +8 75 dioptres. We listed the apparent main causes of error (see Table 3 ). Our results show that preoperative biometry is a practicable routine procedure in a district general hospital and has proved very useful in the accurate correction of aphakia with intraocular lens implantation. Our results compare well with those in other published series despite the fact that measurements were undertaken by no fewer than 12 people and all difficult cases have been included wherever possible. We consider that biometry should be part of the routine preoperative examination in all cases where intraocular lens implantation is being considered.
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